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Unsuitable location for work, 
such as a dining room
Location is a thoroughfare
Pressure caused by parents’ need  
or desire to expedite departure
Staf interrupting colleagues  
to ask questions or for assistance
Human error
People Policies
Patients admitted arrive  
early; patients discharged 
leave late
Should be carried out  
on day of admission
Transcription errors
Information gathered from 
bottles or packets











Distractions by family members, such as parents 
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Hazard
Harm
A. Volume of admissions
B. Noisy environment
C.  Inaccurate 
transcription 
check






Latent conditions remain so failures still 
possible should they come into play
Hazard
No harm
A. Volume of admissions
B. Quiet environment
C.  Transcription cross-checked  
by a designated individual
D.  Accurate premedication 
administration check
Error trajectory 
stopped
Barriers
